Among the Kassena-Nankana of northern Ghana, compound heads and husbands impede women's prompt access to modern health care. This paper shows that such gate-keeping systems have a negative effect on child survival. To investigate the social construction of compound-based gate-keeping systems, the authors relied on a series of qualitative interviews conducted in the Kassena-Nankana district. These data reveal that whilst compound heads are gate-keepers for spiritual reasons, husbands play such role for economic reasons. But more important, this article presents health interventions that are on trial in Navrongo (northern Ghana) and how they undermine such gate-keeping systems. (Afr J Reprod Health 2003; 7[1]: 17-26) RÉSUMÉ Le contrôle de passage et le comportement des femmes à la recherche de la bonne santé à Navronge, au Ghana du nord. Chez les Kassena-Nankana du Ghana du nord, les
INTRODUCTION
The marvels of contemporary health technology have moved the frontiers of human longevity and well being beyond expectation, but the role of socioeconomic, cultural and behavioural factors in this transition process is still unfolding in various areas of the developing world. [1] [2] [3] [4] In certain parts of rural sub-Saharan Africa, a vexing dilemma remains the low utilisation of modern health facilities even where these are accessible and affordable. In search for pathways of explanation, recent contributions of the social sciences research point to low women's education and autonomy, and backward traditional beliefs and taboos. [5] [6] [7] [8] [9] [10] We have been served, however, with more of macro explanations and less of micro studies aimed at shedding light on these issues. This article elucidates compound level processes that impede the prompt seeking of modern health treatment by women in rural northern Ghana.
Among the Kassena-Nankana people of northern Ghana, constrained women's mobility and resulting delays in the modern treatment of illnesses have been identified as barriers to the transition towards better health especially for women and children. [11] [12] [13] [14] [15] [16] These studies suggest strongly that delays are caused by the fact that populations try a series of traditional therapeutic options for their patients, and modern treatment is often a last resort. These patterns of health seeking behaviour compare with those found in other developing countries of Asia, Africa and Central America. 17 Needless to say, the most affected are women and children because of their low bargaining power within their compounds, and the poignant question has always been what to do in terms of public policy. Solutions proposed so far are well summarised by Caldwell and Caldwell 18 : In much of the Third World the most rapid gains against mortality can be made by giving women, especially wives and mothers, greater confidence, more decision-making power and greater access to resources for care and treatment. Although this work subscribes to the view that education is the major route to women's empowerment, it presents alternatives that are on trial in Navrongo. a a The Navrongo area ( 
or Kassena-Nankana district) has been designated by the Ghana Ministry of Health to field health and family planning research conducted by the Navrongo Health Research Centre (NHRC). NHRC was established in 1992 after the Ghana Vitamin A Trials (VAST) ended. Major research projects of NHRC include the Bednet Trial, the Navrongo Demographic Surveillance system (NDSS), the Geographic Information System (GIS), the Community Health and Family Planning Project (CHFP), the Panel Survey System (PSS), the Unmet Need Project, the Diffusion Initiative, the Malaria Attack Rate Survey (MARS), and the Adolescent Health Project.
This area fields the largest factorial experiment aimed at testing innovative ways of delivering health and family planning in a rural African setting. Door to door delivery of health and family planning services is being compared to other delivery schemes such as government fixed structures and mobilisation of village volunteers. 15 This article demonstrates that doorstep delivery of health services is a promising way of breaking barriers that impede women's prompt seeking of modern health treatment.
The Navrongo Study Setting: Health Services and Compound Structure
The study was conducted in the villages of Yua, Chiana and Naga, which are located in the Kassena-Nankana District of the Upper East Region of Ghana. According to the Navrongo Demographic Surveillance System (NDSS) b , the district population was 137,577 on July 1, 1996. Forty seven per cent of the district population is of the Kassena ethnic group, 51% are Nankana and about 2% are Buli. Unlike in other parts of Ghana where Christianity and Islam are massively practiced, most Kassena-Nankana people are affiliated to traditional religions; 85% of the population are of traditional religion. 21 b The Navrongo Demographic Surveillance System (NDSS) is the NHRC's longitudinal system that follows up the population dynamics of the Kassena-Nankana district and routinely collects demographic events (births, deaths, and internal and external migrations). Since July 1, 1993 The district is primarily rural except the small town of Navrongo, the district administrative centre. During the rainy season, families cultivate mainly millet, rice, guinea corn and maize. Due to the existence of the Tono irrigation scheme and the numerous small scale dug-out dams, people engage in irrigation farming in the dry season. Women also collect and sell shea nuts. During the dry season, some men migrate to the southern parts of the country to work on plantations or seek other jobs. c c These movements outside the district create a deficit of men between the ages of 20 and 50, which is clearly reflected in the population pyramid of the Kassena-Nankana district 12 The district health services include a district hospital, three health centres and 27 outreach stations run by the government, two private clinics operated by religious groups, several private chemists' shops, a number of traditional healers and traditional birth attendants, and several itinerant drug vendors. The only sources of health care in Yua are ambulatory drug vendors and traditional healers. In addition to these ambulatory drug vendors, Naga benefits from the services of a community health nurse who is resident in the village. Chiana is the most privileged of the three study areas, as one of the three health centres in the district is situated there.
The Kassena-Nankana district population settlement pattern is characterised by extended families living in dispersed compounds surrounded by farmland. Descent among KassenaNankana is patrilineal and families are organised based on extended relations. Usually, two or more nuclear families come together to form a compound that is headed by a male who by unanimous reckoning is said to be the most senior. The compound head is responsible for the social, religious, economic and political well being of all the people in the compounds. Women's autonomy is very low in the area covered by this research. When these women or their children are sick, authorisation is required from compound members before attending a modern health facility. The consequences on compounds' production of good health are substantial.
Gate-Keeping and Compounds' Production of Health
For a total of 2,856 women who were interviewed in the 1994 Kassena Nankana District Birth History Survey d and who had at least one birth recorded by the Navrongo Demographic Surveillance System by the end of 1995, only 14.5% said they do not require authorisation from any man in their compound before attending a hospital, while 38.2% and 38.3% need authorisation from their husbands and compound heads respectively. Debpuur and Adongo 13 reported that mortality varies across children born to these groups of women. The proportion of deceased children is higher for mothers who must face the veto of their husband or compound head as compared to those who require no authorisation or require permission from their mother-in-law. The proportion of children who died, among those who were born in the three-year period preceding the survey date, rises from 59 per 1000 for mothers who do not need authorisation from any man in their compound to 78 per 1000 and 123 per 1000 for those who require authorisation from their husband and compound head respectively. In this article, the term gate-keeper refers to individuals whose authorisation is required before women can attend a modern health facility. Compound gate-keeping systems thus characterise the nature of these constraints on women's prompt seeking of modern health treatment for themselves and their children.
Debpuur and Adongo 13 have ascertained the above mortality differentials using multivariate statistical techniques. The present article does not intend to replicate such analysis. The focus here is rather on using qualitative data (focus groups and in-depth interviews) to understand the social construction of compounds' gate-keeping systems and how their negative effects on women's health seeking behaviour may be alleviated by appropriately designed health interventions.
DATA
Data were obtained from a series of focus group discussion sessions and in-depth interviews conducted in the Kassena-Nankana district (Upper East region, Ghana) between June and August 1995. The study sites have been described in the previous section. The Navrongo Demographic Surveillance System (NDSS) database, which follows up the dynamics of the area's population, was instrumental to the selection of subjects interviewed during the fieldwork. First, the three villages described earlier were chosen as study sites. Secondly, clusters, and subsequently individuals, were randomly selected in each village for the qualitative interview. The related selection procedures combine both random and convenient sampling techniques.
The type of health delivery system and variations in distance to modern health facilities were the criteria used for selecting the study sites. These are good indicators of health services accessibility, which is usually considered as an important determinant of health status, 22, 23 although there is grounded scepticism about such effect. 24, 25 In Naga and Chiana where health services are accessible, we hypothesised that prompt seeking of modern treatment may not be greatly affected by gate-keeping mechanisms within the compound. However, when health services are accessible, the way they are delivered may have an impact on the relationship between gate-keeping and health seeking behaviour. Chiana and Naga are appropriate study sites for testing such hypothesis because in Chiana, health services are provided in government fixed structures while in Naga there is a door to door delivery of health by community health nurses. In the third study site, Yua, where access to modern health services is poorest, gate-keeping may obstruct women's prompt seeking of modern health treatment for themselves and their children. Apart from accessibility to health infrastructures, we could not find any other meaningful community variables that might explain adding more villages to our study sites. All villages are located in rural areas and have close similarities with respect to culture, economic characteristics and financial costs of health services.
In each of the three villages, an NDSS cluster e was randomly selected and 15 compounds randomly picked from the cluster. Then a random sample of subjects was done for focus group discussion sessions or in-depth interviews. Although the selection of subjects was done at random, the composition of the different groups is theory driven. We have proposed earlier that with respect to women's health seeking behaviour within compound gate-keeping mechanisms are a function of the balance of power between (a) married women and their husbands; (b) married women and their mothers-in-law; and (c) married women and their compound heads. The composition of the focus groups and the individual interviews reflects these different actors involved in making decisions on how, when and where to treat compound members.
e NDSS clusters comprise an average of 65 compounds. The relatively low spatial dispersion of compounds within the same cluster allowed for a random selection of compounds to constitute our focus groups. This would not have been realistic if the selection were to be done without any prior stratification.
In total, 12 focus groups and 30 in-depth interviews were conducted during the fieldwork. In each village, focused discussions were held with four separate groups of compound heads, mothers-in-law, married men, and married women. In addition, in each of the three study sites, five in-depth interviews were conducted with married women 15-49 years old who were sick at the time of their compound visit, and five other married women were interviewed in-depth on one of their children's sickness. These group discussions and indepth interviews investigated, among other issues, the cultural and economic rationale for compound gate-keeping systems and how such systems may be affected by the prevailing mode of health services delivery.
Cultural and Economic Rationale for Compound Gate-Keeping Systems
According to the qualitative field work carried out in Chiana, Naga and Yua, gate-keeping mechanisms that constrain women's prompt seeking of modern health treatment are a reflection of the spiritual role of the compound head and the prevailing economic power of husbands relative to their wives.
In the Kassena-Nankana society where traditional religion is massively practiced, the compound head is the sole mediator between the ancestors and compound members. The compound head is therefore the spiritual link between the dead and the living and is thus the pillar of the compound hierarchy. Any major decision should be discussed with him first; he will in turn consult the ancestors through the Baga f before any further step is taken. It is this rigid mechanism that makes the compound head a legitimised gate-keeper regarding major decisions to be taken in the compound. As one compound head in The compound head therefore plays the role of a gate-keeper in a wide array of decisions especially those relating to health and reproduction, areas in which the ancestors' bearing is paramount. The compound head performs marriage rituals to seek the blessing of the ancestors. When a woman is pregnant, he consults the Baga to hint him on the personality of the expected new born. When a woman delivers, he also pours libation and provides millet to be used for the newborn's ritual bath.
When it comes to health related decisions, the role of the compound head as a gate-keeper is even more pronounced. 21 This is mainly because of people's belief about the causes and treatment of illnesses. The Kassena-Nankana society believes that individuals fall sick mostly because of supernatural forces or because of disobeying the ancestors. Any attempt to treat the sick person must be preceded with a cautious consultation with the ancestors through the Baga, who will then inform on the illness type and whether or not such illness should be treated in a modern health facility or with a traditional healer, as well as the sacrifices required by the ancestors to help ease the healing process. In the FGD of married men in Naga, one participant explained:
"As you know, we are in a complex world. Despite the fact that we do not go to church, when someone is sick, we have to go to the Baga and come back and offer requested sacrifices before the person can be sent to the hospital if necessary." (Married man, Naga)
There was a general consensus across all focus groups and individual in-depth interviews that the role of the compound head as a gate-keeper on all health related decisions should
head first. The idea of seeking health treatment without asking for authorisation from the compound head is foreign to most interviewees. Doing so will lead to a host of severe sanctions from the gods, the compound members and the society at large. For women, the most cited consequences of seeking treatment for themselves and their children without the compound head's prior consultation with the ancestors are presented in the following focus group excerpts: "Treatment will not work." (Married man, Naga) Participants at the various focus groups and individual in-depth interviews evoked other reasons for complying with compound gate-keeping systems, but those were not mentioned as unanimously as the ones above. From the previous excerpts, it is thus possible to identify the predominant reasons that legitimise the role of the compound head as a gate-keeper. These are mainly related to fears of certain sanctions from compound members such as divorce, accusation of witchcraft, and refusal to perform rituals for the woman.
Beliefs about causes and treatment of illness create the necessity to ask for permission from the compound head before trying any medication. The Kassena-Nankana people, as confirmed by one FGD participant, believe that some illnesses should be treated in hospitals and others by offering sacrifices to the ancestors. The picture here is very similar to what Janzen 26 refers to as `disease of God' and `disease of man' in his award winning study of medical pluralism among the Bakongo of lower Zaire. With such beliefs about the causes of illness, seeking treatment without authorisation from the compound head is almost adventurous because the treatment given may not be appropriate and thus may not work. Concerns about treatment efficiency have been raised by a sizable number of interviewees.
Seeking treatment without authorisation from the compound head may be seen by compound members as a sign of disrespect to them and may lead to divorce. The hierarchy within the compound puts men on top of every decision, and women must not defy this situation. Women are socialised to abide by the rules governing the functioning of the compound and the society in general. Most interviewees explained that the control over married women's movement is justifiable because they live in compounds which own them and their children, because of the investments made during the marriage process.
As found in other African societies, 27 beliefs in witchcraft are widespread among the Kassena-Nankana people. In some instances, compound members may accuse one of their members of being the witch who has caused the death of another member. The evidence for such accusations may be based on simple suspicion. For a married woman, such accusation may lead to radical consequences such as sending her back to her father's compound, beating her, humiliating her in public, etc. Participants in the various qualitative discussions argued that when a woman sends her child to a hospital without asking for authorisation, she will be accused of witchcraft if the child dies there. The resulting punishments are severe enough to deter women from bypassing the compound head's authority.
In addition to the role of compound heads as gate-keepers, women in need of modern health care for themselves and their children have to face delays caused by their husbands. Unlike compound heads, who are gate-keepers for moral and spiritual reasons, husbands are gate-keepers for economic reasons. This has its roots in the meaning of marriage among the Kassena-Nankana. Marriage among the Kassena-Nankana is an affair between families and to some extent lineages, although would-be partners court each other for sometime. 21 In the Kassena-Nankana society, marriage is viewed as an institution that confers on men the domestic and sexual rights over the women. Marriage is incomplete until the groom's family pays dowry to the bride's family. Because of the dowry system, women's ability to initiate decisions is restricted. Married women depend on their husbands for every basic necessity especially when it comes to money to buy food and clothing for themselves and their children and money to pay medical bills. The consequences on women's autonomy are clearly pointed out by a female interviewee in Chiana: It is almost common sense that obliges women to ask for their husband's permission before attending a modern health facility. The treatment costs, including transportation and medical fees, are supported by the husband. Even in the case of traditional treatment, non-cash payments (usually a fowl) are provided by the husband. As shown in the following excerpts, both male and female participants in the various focus groups legitimised the role of husbands as gate-keepers. Health related decisions cannot be taken by women without consulting either their husband or their compound head. Because economic and spiritual resources are controlled by men, women do not have enough bargaining power when it comes to decisions that are economically or spiritually costly. It is always left with husbands and compound heads to decide whether or not the sickness of the woman or that of her child is serious enough to necessitate mobilising some resources to treat it. The main consequences of such gate-keeping systems are substantial delays in seeking modern treatment. There are, however, as shown in the next section, emerging health seeking behaviour patterns that point to the possibility that the negative effect of gate-keeping on women's and children's health may be levelled down by implementing adequate health delivery systems.
"Of course, because the woman is married to me, I own her and have to see to her welfare; in that case

Gate-Keeping and Health Delivery Systems
Two important criteria that guided the selection of the study sites were their distance to the closest health facility and the type of prevailing health delivery system in the area. There is no evidence from the qualitative data collected in the three study sites that distance to health facilities affects the impact of compound gate-keeping systems on women's health seeking behaviour. Compound gate-keeping systems are as strong in Chiana where populations live at short distances to the health centre as in Yua which is very far from any health facility. Obstruction by compound heads and husbands to women's prompt seeking of modern treatment is also common in Naga. However, the interviews conducted in these study sites suggest important emerging transitions in the communities' social management of ill health.
As indicated earlier, Naga was selected because the health delivery system prevailing there departs notably from the usual bureaucratic machinery that provides health services in fixed structures. 15 The Naga area has been assigned to a nurse who lives within the communities and visits all compounds on a three monthly basis. The nurse, also known as community health officer (CHO), is retrained frequently and supervised by the Navrongo Health Research Centre's Community Health and Family Planning Project (NHRC/CHFP) in close collaboration with the District Health Management Team (DHMT). She is provided with a motorbike and has the task of providing door to door health and family planning services. The CHO visits on average seven compounds a day, gives health and family planning talks, educates compound members on environmental sanitation and basic hygienic practices, treats minor ailments and refers serious cases to the Navrongo Hospital. As suggested by the qualitative data collected in Naga, this innovative health delivery system has induced major ideational changes especially when it comes to women's health seeking behaviour. When asked the first step to take when they or their children are sick, women in Chiana and Yua said unanimously that they would inform their compound heads and/or husbands who would then instruct on the actions to be taken. During the focus group discussion with married women in Naga, the presence of the CHO seems to have shaken up such gate-keeping system, as one focus group participant suggests: "You know we have a health worker in our community, so when someone is sick, we go and call her and she will come and look at the person and she will tell what is wrong with him/her, especially if the illness is sudden and severe." (Married woman, Naga)
The CHO has supplanted compound heads and husbands as the first resort to whom women turn when sickness occurs. The Naga communities trust the CHO and defer to her the authority to diagnose any sick compound member. This is so because the nurse is considered by local populations as one of their own. The relocation of the CHO from fixed health structures to Naga was carried out after a series of contacts with village elders, chiefs and local populations. 14 Durbars were organised and the new health delivery systems presented and discussed in-depth. Focus group discussions were organised with villagers during which they made important contributions as to what can make the system work. The task of building a dwelling unit or community health compound (CHC) for the nurse was left to the Naga communities. The CHC is not a clinic but an ordinary compound where all villagers are welcome. When necessary, they may call on the CHO at any time, and as suggested by the previous FGD excerpts, the nurse always responds to such calls.
The presence of the nurse has vilified to some extent the impact of the Baga on communities' health seeking behaviour. In all three study villages, delays in the prompt seeking of modern treatment are mainly caused by preliminary consultations with Bagas. Bagas advise compound members on the type of illness and whether or not it is appropriate to attend a modern health facility. There are, however, persistent signs that these health seeking behaviour patterns are being reversed in Naga. The following excerpt from the focus group discussion with married women in this village is supportive of such dramatic changes that are still unthinkable in the two other study sites: The emerging new patterns of health seeking behaviour in Naga suggest that the nurse is consulted first when a compound member falls sick. It is only when the nurse is not able to handle the case that consulting a Baga is considered as a reasonable alternative. There is no doubt that increasing reliance of the Naga community on their nurse will cut enormously on delays that previously affected the prompt seeking of modern treatment. This will obviously hasten the transition towards better health in the Naga community.
CONCLUSION
The present research has unveiled important factors constraining women's health seeking behaviour among the Kassena-Nankana of northern Ghana. Focusing on the compound as a locus for health decision-making, we identified compound heads and husbands as gatekeepers who impede women's prompt access to modern health care. As a mediator between the ancestors and other compound members, compound heads control access to the supernatural world. This liaison role gives compound heads considerable gate-keeping power over the health seeking behaviour of other compound members, particularly women, because of the prevailing beliefs about the causes and treatment of diseases. In addition to their limited access to the supernatural world, women also face considerable economic constraints that further increase their dependence on their husbands and restrict their ability to make autonomous decisions.
Community participation in the project has been crucial to the success of the health and family planning services offered by the community health officer. Social mobilisation, also termed zurugelu in local parlance, was instrumental in organising durbars to introduce the nurse, and in building the community health compound. Consequently, the zurugelu dimension of the project strengthened the sense of community ownership of the project because of the active involvement of local populations in the re-organisation of the existing health delivery system.
Evidence from this study suggests that the mode of health delivery may dramatically weaken the impact of gate-keeping on women's health seeking behaviour. In Naga, the community health officer has literally opened the door of the compound to reach out to women and deliver affordable health and family planning services. The qualitative interviews show that the CHO has begun to undermine compound heads' and husbands' control over women's prompt access to modern health care. The CHO is also supplanting the Baga as the first consultant in cases of ill health. More important, however, is the fact that these emerging behavioural changes demonstrate that appropriate health interventions may play an important role in improving health standards even in economically deprived areas.
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